documented. A retrospective study of histologically proved ophthalmic molluscum contagiosum infection was therefore undertaken to define its clinical presentation and to investigate the potential for misdiagnosis. Likewise the immune response to infection with molluscum contagiosum is not yet defined and an immunohistochemical study was accordingly undertaken to characterise the cellular response to this infection.
Materials and methods

PATIENTS
Using the database of the pathology department all biopsy specimens from Manchester Royal Eye Hospital which were positive for molluscum contagiosum during the period 1981-93 were identified. A retrospective analysis of this group was carried out using hospital case notes (additional cases may have been treated without pathological analysis of specimens). The The intensity of the cellular infiltrate for each antibody was graded on a scale of 0 to + +++.
Results
A total of 35 patients (20 female and 15 male) were identified with a positive pathological diagnosis of molluscum contagiosum. The age range was 3-61 years (mean 25-5 years). Tables 1 and 2 give details of diagnosis and clinical findings. Of the 35 cases 16 were treated by excision alone and 19 were treated by excision and cautery. Two patients had a recurrence of the lesion, both initially treated by excision and cautery. Figures 1-4 illustrate some of the typical clinical findings in these cases.
Two patients in the series were known to be immunocompromised. A 36-year-old man with AIDS presented with two upper eyelid nodules one of which was very large and atypical for a molluscum lesion (Fig 5) and a small ipsilateral lower eyelid nodule. The large nodule had been present as a small lesion for many years and had increased in size markedly before excision. He also had quiescent retinal changes from CMV retinitis but no other ocular disease related to molluscum infection. At the time the lesion was biopsied this patient's absolute CD4 T cell count was 6 and his CD4 T cell count was less than 2% of the total T cell count. A 60-year-old man, immunocompromised from 'hairy cell' leukaemia, presented with one small upper eyelid nodule and a mild punctate epithelial keratitis. Neither of these patients had recurrence of molluscum lesions.
Twenty one specimens provided sufficient tissue for immunohistochemical analysis of the molluscum lesion and adjacent skin. The immunopathological findings in these 21 cases are documented in Table 3 . In all cases there was an infiltrate of T lymphocytes. The T cell infiltrate was consistently moderate to heavy (+ ++++ +) in the morphologically normal epidermis surrounding the lesions. T cells were also consistently found in the adjacent dermis although generally the infiltrate was less heavy in this location (+/+ +) (Figs 6 and 7) . No T lymphocytes were found within the central area of typically infected cells containing molluscum bodies. No L26 positive B lymphocytes were found in any of the specimens, although in a few biopsies occasional plasma cells were identified morphologically within the adjacent dermis.
The pattern of staining with the CD3 antibody was similar to that seen with UCHL1 T lymphocytes= + + +/+ + +; macrophages= +/+ + +.
with the striking exception that material within the molluscum bodies stained heavily in all cases (Fig 8) . The specificity of this staining was confirmed by preabsorption with the CD3 antiserum immunogen, synthetic human CD3 peptide. All T cell and molluscum body staining was abolished. In addition no background stain was seen.
In two specimens the lesions had a heavy mixed inflammatory cell infiltrate within and surrounding the collection of infected cells. In these lesions there was a significant population of MAC 387 positive histiocyte/macrophages (+/+ + +). Clinically, neither of these lesions was noted to be inflamed. Small numbers of MAC 387 positive cells were also identified in 12 other specimens (Fig 9) within the dermis adjacent to the molluscum lesions, none of which were clinically inflamed. Although the MAC 387 antibody also recognises granulocytes, morphologically none of these cells were identified in the tissue sections.
The biopsy from the patient with AIDS notably contained a mixed T lymphocyte (UCHL1 positive) and histiocyte (MAC 387 positive) infiltrate in the dermis and epidermis surrounding the lesion. In the immunocompromised patient suffering from leukaemia there was only a scanty infiltrate of AW~~~~~~~~~F igure 6 T lymphocytes in the surrounding dennis also stain positively (arrowheads to examples). DAB. x2s. ?lying that ing has previously been described using an i the tissue anti-macrophage monoclonal antibody8 on ew of the frozen sections, a feature considered to ically had contribute to the lack of host recognition of imed. The molluscum contagiosum virus. Although an ;t with the investigation of the nature of this apparent ported an cross reactivity is outside the scope of this Lse in non-study, the potential for the existence of s possible epitopes shared between virally infected cells nolluscum and cells of the immune system could be of sewhere in importance in the lack of immune recognition I be neces-and response to the virus with resulting chronicity of the skin lesions. !lls within While the local immune response to infeccontaining tion may in many cases, with time, be sufficient the cell to eliminate the virus and produce regression lesions is of the molluscum nodule most cases which t for the present to an ophthalmologist will require Ls. Since T treatment; this is usually relatively simple by nolluscum excision (with or without cautery to the base of mited cell the lesion) or by evisceration of the umbilirelation to cated core of the nodule.' The effectiveness of ,is may not the latter treatment may in part be produced .ected cells by allowing sensitised T cells and other inflamlammatory matory cells access to previously 'walled off' 
